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CORRECTIVE THERAPY ON THE HEMIPLEGIC WARD 


By JACKSON B. COBB and HAROLD LA SCHUMA 


Veterans Administration Hospital, Columbia, S. C. 


One of our aphasic patients mumbles over and over as his only verbal effort, 
“What to do, what to do.” Our feeling was much the same when, eighteen months 
ago, we began an earnest effort to develop a program of exercises and activities 
for hemiplegics that would produce results satisfactory to our goal of physical 
and mental rehabilitation and that would prevent, or at least minimize, the too- 


familiar sight of wheel chair spines and knees, hammer-toes and claw-fingers, 
stoop shoulders and flexed elbows, and patients gesticulating excitedly trying to 
make even their simplest wants known. 


Yes, we knew the end in view, but the means to attain that end from a thera- 
peutic standpoint were not clear—available articles dealt with pathology, etiology 
or other types of therapy only. Then, too, our facilities on the ward were limited 
and oua program had to be set up accordingly. 


From daily observation of the cases we have treated and especially the 
“recent” cases—we have concluded that the hemiplegia goes through five distinct 
stages of recovery and, hence, we have graded our exercises and activities to 
meet his needs as he progresses from one stage to another. As soon as his mental 
condition permits, this grading system is explained to him and he is informed 
when he has been promoted to a higher grade upon order of his ward surgeon. 
This creates a competitive spirit among the patients and, almost without excep- 
tion, they are stimulated to greater efforts. 


The first stage begins as soon after the patient’s admission as the ward sur- 
geon pronounces him ready for Corrective Therapy—preferably within a week or 
ten days. We are assuming, for the purpose of explaining our program in its 
entirety, that the cerebral accident is recent, that it was severe, and that the 
patient is helpless. The main purpose of our treatment during this stage is 
physical maintenance and the routines are as follows: 


GRADE E 


1. Passive motion daily. 


(1) To affected extremities in all planes. 


2. Prevent maladjusted positions. 
(1) Place affected extremities in correct position four times daily. 
(2) Sandbags, if necessary, to keep them that way. 
(3) Drop-foot board. 


8. Muscle re-education. 
(1) Static contraction using crossed-learning principle. 
(2) Progressive relaxation. 


(3) Suspension therapy where flaccidity persists. (1). 
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4. Activities. 

(1) Changing position in bed. 
Note (1): Space was not available on the ward for a treatment bed, nor were 
there any orthopedic beds on the ward. So, for the suspension therapy, we rigged 
up one-half of a Balkan frame as shown in illustration A. This frame remains 


on the patient’s bed as long as he needs it and is then easily detached and placed 
on another bed. 





As soon as the patient’s response to treatment outlined above becomes satis- 
factory, the patient’s mental alertness is sufficient for him to be cooperative, and 
function begins to return to the lower extremity, he is then ready for “promo- 
tion.” Though permitted in his wheel chair for short intervals daily, he is still 
considered a bed patient and is just beginning active exercise designed, pri- 
marily, for range of motion. Treatment during this stage is as follows: 


GRADE D 

1. Active exercises daily. 
(1) Dorsal flexion of ankles. 
(2) Knee raising, single. 
(3) Hip rotator-inward. 
(4) Leg spreader—single. 
(5) Pillow squeeze. 
(6) Hip raiser. 
(7) Abdominal contraction. 
(8) Neck exercise. 
(9) Facial exercise. 
(10) Leg raiser—single. 
(11) Exercise to upper extremities in all planes. 
(12) Breather. 

2. Remedial exercise. 


(i) Mild stretching of contractures. 
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3. Activities. 


(1) Sitting balance for 5 minutes. 

(2) Sitting in chair or wheel chair 2 hours daily. 
(3) Control footrests of wheel chair. 

(4) Propel wheel chair. 


When the patient has attained full or near-full active range of motion in the 
affected lower extremity, he is then ready to embark upon a more strenuous rou- 
tine of exercises and self-care activities for generalized strengthening. Though 
many patients become ambulatory without the go-between wheel chair—and this 
we encourage—the majority of our cases have a definite need for them and, hence, 
we call this the “wheel chair” stage even though during this period the patient 
makes his first walking efforts. 

GRADE C 


1. Resistive exercises daily. 
(1) Knee flexion and extension against manual resistance. 
(2) Quadriceps exercise with knees over foot of bed and resistance gradu- 
ating from gravity to manual to mechanical. 
(3) Sit-ups with pull-cord, feet against drop-foot board. 
(4) Auto-assistive exercise to arms. 
(5) Hand-grippers. 


2. Walk retraining daily. 
(1) Standing balance. 
(2) Assistive belt-walking. 
(3) Walker. 





3. Activities. 
(1) Moving from place to place in bed. 
(2) Moving from bed to wheel chair. (1). 
(3) Moving from wheel chair to toilet (see illustration C). 
(4) Moving from toilet to wheel chair. 
(5) Moving from wheel chair to bed. (2). 
(6) Feeding self. 
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Note (1): The unusually large patients and those lacking coordination, as a rule, 
find getting in and out of bed difficult maneuvers. If, after exhausting all other 
methods, they still cannot perform these activities, we have found a trapeze 
handle suspended from the frame most helpful. By placing both legs over the 
edge of the bed toward the unaffected side and then pulling on the trapeze handle 
he can assume a sitting position—gravity of the legs as he pulls up assists him 
in this activity. 


Note (2): In moving from the wheel chair to the bed, the chair is angled into 
position beside the bed with his unaffected side nearer the bed and placed so that 
he can barely reach the trapeze handle by leaning forward and fully extending 
the arm. The pull is then almost directly downward. After rising to an erect 
position he then pivots on the unaffected foot and sits on the edge of the bed. 


In the fourth stage, ambulation is stressed and the patient progresses to it 
when the affected lower extremity has regained sufficient strength and stability. 
If it has not responded to treatment by this time, he is recommended for a brace 
if the unaffected side is strong and the patient’s balance is good. 


We use the rooms and corridors on the ward for all walking during this 
stage. Despite numerous distractions of ward routine, other patients and visi- 
tors, and highly waxed and polished floors, we feel that if he can learn to walk 
under such conditions, surely he will be able to maneuver conditions of the 
average home upon discharge: 


GRADE B 


1. Walk retraining bi-daily. 
(1) Correct use of brace where needed. 
(2) Single crutch walking. 
(3) Cane walking. 
(4) Walking without assistance. 


2. Remedial exercises daily. 


(1) Emphasis on correction of specific weaknesses. 


3. Activities. 


(1) Dressing. 

(2) Moving from bed to erect position. 

(3) Walking 30 feet. 

(4) Moving from erect position to bed. 
(5) Undressing. 

(6) Writing name with unaffected hand. 
(7) Writing name with affected hand. 


In the final stage emphasis is on endurance, the finer points of coordination, 
and home-bound activities: 


GRADE A 


1. Supervised walking daily with emphasis on: 
(1) Posture. 
(2) Gait. 
(3) Distance. 

2. Remedial exercise. 


(1) Instruction in corrective exercises for specific disabilities for activity 
at home. 
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3. Activities. 
(1) Opening and closing door in erect position. 
(2) Walking up ramp. 
(3) Walking down ramp. 
(4) Walking sideward. 
(5) Walking backward. 
(6) Going up steps. 
(7) Going down steps. 
(8) Walking 48 feet in 20 seconds. 
(9) Walking 300 feet in 5 minutes. 


Using VA Pamphlet 10-10 “What’s My Score” as a guide, but adapting the 
self-care program to the mental and physical disabilities of the hemiplegia only 
and to the limited facilities on the ward for teaching these activities, we made 
up a form (see illustration E) on which we record the patient’s progress and 
other data pertinent to rehabilitation in all its phases, and which has sufficient 
history to provide future statistical study of values obtained since it is made a 
part of his permanent file upon discharge. 


The worth of any program is reflected by the results obtained. Following is 
a breakdown of all cases that have undergone our ward treatment program. The 
first column includes many cases that had been in the hospital for years before we 
began our program, and even the most enthusiastic rehabilitationist would admit 
that “what they had left” was not much. By recent, as indicated in the second 
column, we mean those cases that we have had under treatment since shortly 
after the onset of their illness. 


All “Recent” 
Cases Cases 


Discharged ambulatory and able to perform most of 


INN SITE poche cccicececinccetecarsersscocestenncatoripaantineo ee 20% 13% 
Discharged able to return to former occupation.................... 8% 20% 
Ambulatory and able to perform most of personal needs.... 20% 16% 


Marked progress shown toward ambulation and self-care 


III. « piiiciccics so daccseczenes ovecvovin en teasbeconcisone asta Mapeeatlesacansoomtbeaes 26% 28% 
ee I oon tierce dete ecomanas 18% 15% 
nN ccc ies acces g Seueneede emcee ean aren 8% 8% 


Q) 
KO)) 
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PROGRESS CHART FOR HEMIPLEGIC PROGRAM 
DATE OF CEREBRAL ACCIDENT—8-10-47. _ DATE OF ADMISSION—8-12-47. _ DATE PMR BEGAN—9-10-47. 
DIAGNOSIS—Cerebral Vascular Accident with Right Hemiplegia. Onset Sudden. _ ———— 





SOCIAL PROBLEMS—None. Family Anxious to Have Patient Home. 


FORMER OCCUPATION—Planing Mill Operator. AGE—55. 


PHYSICAL CONDITION—Right Arm Flaccid, Complains of Pain in Shoulder. Can Flex Knee 25°, No Motion in Toes or Ankle. No 

























































































Contractures Present. Patient Is Helpless. 
MENTAL CONDITION (Check) NORMAL— FAIR—Loss of Memory.’ Poor and Mental Dullness. = 
APHASIA (Check) NONE PARTIAL COMPLETE (x) 
Black Shading Denotes Date of Accomplishment | ] I | | 
Changing Position in Bed...............00000. | | 9-10 ||Moving from Erect Position to Bed........................ | | 10-1 
Sitting Balance for 5 Minutes............................ ] DR ee re ey re ee | | 10-1 
Maintain Sitting Position for 2 Hours.................... | | 9-22 || Writing Name with Unaffected Hand..............0.0.0..... | | 10-1 
Control Footrests of Wheel Chair... PRMOLT EON Sis | * || Writing Name with Affected Hand.......................... | 
co ee eee mee - | * {Opening and Closing Door in Erect Position... | | 10-9 | .o 
Moving from Place to Place in Bed........................... | | 9-22 ||Walking Up Ramp.e..............ccceccceceeccee-oe-- iacnetianeeeatiiieas |__ | 10-9 | % 
Moving from Bed to Chair... | | 9-29 |) Walking Down Ramp.en.........c..-ccccccscccsseccseecssecseeesseeseees | | 10-9 a 
I TIT srscsscsnsetccsesctnncapsebiinssesnsesesantsessenionstvonens sa Le | 10-9 — 
Moving from Wheel Chair to Toilet... | | * [Walking Backward 20...0...0....0.ccccsccsscsescssescsescssessssecssessees | | 10-9 — 
Moving from Toilet to Wheel Chair............ pindigiell I a, sintesinectnilniielanidicbees i | 10-24 © 
Moving from Chair to Bed........................ suse] | 9-29 _||Going Down Steps....... pats hal cncntedvishieshcnnieas | |_10-24 © 
I Rai ersidedianciscists sactaeaalslonssetasasioesnudinecnocisnaconcsanl | 10-1 ||Walking 42 Feet in 20 Seconds.. Pecan sceheecunaes | 10-24 
Moving from Bed to Erect Position........................ | 10-1 || Walking 300 Feet in 5 Minutes......0.00.0000.0........ | |_ 10-24 
a a ee | | Wied Tieieae TRB thy Or TRE a vicccccccsscesciccscccoccecscsedscdecsscaxes | | 10-28 








DISPOSITION—Discharged 10-29-47. 
LENGTH OF HOSPITALIZATION—78 Days. 
REMARKS—Patient’s Right Arm Still Flaccid and Motionless. Walked with Only a Slight Limp. Was Able to Speak a Few Words 

Strong and Understandably. Mentally He Improved to the Extent That He Was Alert and Cooperative to Directions. 
*Patient Ambulatory and Needs No Wheel Chair. 
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EMOTIONAL CONTROL THROUGH A 
RECREATIONAL ACTIVITY 


By CHARLES R. ARMON 


Executive Assistant, Physical Medicine Rehabilitation, 
Billings Veterans Administration Hospital, Fort Benjamin Harrison, Indiana 


Although emotional contro! may be attained through various mediums, a 
recreational activity, particularly golf, is an excellent means of developing this 
satisfactory state of being. Emotions are oftentimes defined as, “a moved or 
stirred-up state of the organism.” A number of psychologists and sociologists 
have classified emotions into a pleasant or an unpleasant state of feeling. We 
know that absolute elimination of the unpleasantness is practically impossible; 
therefore, the objective should be toward modification and control, since many 
emotional outlets give enjoyment and zest to life and add important qualities to 
the. personality without decreasing the individual’s effectiveness. 


An individual’s overt behavior which can be readily observed on a golf course 
is an indicator of the state emotionality that prepossesses the participant. 
Suitable control is an aid to mental health, moral character, and general personal 
effectiveness, because it reduces the inner disturbance and gives a larger place 
to a reasonable self-direction and to worthy impulses which lead to overt action. 


Before going further into this discussion of control, there are other variables 
that enter into the picture that, may or may not, lead to proper development. 
In all probability, the most important factor is good general health. The indi- 
vidual who is well nourished, and obtains sleep, regularly is better able to con- 
trol his emotions than if he were undernourished, tired, unoccupied, and in poor 
general health. A 


Another important factor in this development is the type of leadership that 
involves the young golfer. Leadership is a series of qualities which tend to direct 
or draw away from an interest. We tend to idolize or imitate a desirable leader. 
The leader should be an ideal person so that his actions are flawless in the pres- 
ence of the pupil. If this leader lacks control over his inner feelings, more than 
likely, the individual (by transfer of training) will acquire undesirable char- 
acteristics. Instruction should proceed under friendly guidance and in an atmo- 
sphere of freedom. Attitudes and habits are established in the type of atmosphere 
that is most prevalent. 


Acquiring emotional control involves the same laws of learning (exercise 
and effect) as are used in forming other habits or in acquiring information. 
Therefore, to insure proper learning there must be satisfaction and interest in 
the activity to stimulate the young or adult beginners. Time after time situations 
occur in the developmental process where a beginner is being instructed to drive 
a golf ball, and he continually “slices” or “hooks” the ball and as a result dis- 
satisfaction and irritability occur. Through proper guidance, such situations may 
be abolished, and by continual practice the errors of the inability to drive cor- 
rectly may be eliminated to insure satisfaction and increase the interest of the 
participant. This early period of training may be instrumental or detrimental in 
stimulating the interest and avoidance of nervous tensions. Every beginner 
should be made to realize the fact that we learn by trial and error methods and 
that mastery of a skill is obtained by the elimination of the errors. Since educa- 
tion is a developmental process, the outcomes depend on the amount, the inten- 
sity, and the variety of the activity engaged. This entire developmental process, 
therefore, is dependent upon the leader and recipient. 


~ 


The attainment of emotional control should be an objective, as well as, the 
mastery of the skill selected by the individual. A person who needs this control 
is oftentimes referred to as a perennial adolescent. That is, they lack the con- 
trol of their inner feelings and display signs of childishness at every minute set- 
back or failure. The individual that can miss a putt and realize that the fault lies 
within himself is far more mature emotionally, than the person who heaves his 
golf club or pulls his hair in disgust and rage. Here again the teacher or the 
leader must advise the young golfer that nervous tension and unstability will 
frustrate his ability of mastering a skill. 
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If an instructor will teach the proper fundamental techniques of golf gradu- 
ally and in an atmosphere of freedom, with proper guidance, the individual’s 
progress in mastering the skill will proceed much more satisfactorily. Avoidance ; 
of dissatisfying and irritable situations tends to smooth the pathways for proper i 
emotional adjustment. Health, leadership, satisfaction, and interest are para- j 
mount factors that should be remembered in connection with an activity, and that 


all tend to the betterment of one’s self in the mastery of a skill and in the con- 
trolling of the emotions. 


Therefore, Golf should be seriously considered as a therapeutic measure in 


the release of tension where no physical, financial or situational contra-indications 
are factors. 


Introduction. 


A. Golf as one of the means of attaining emotional control. 
B. Definition of emotions. 
1. A moved or stirred up state of the organism. 
C. Classification of the emotions. 
1. Pleasant or unpleasant. 
D. Objectives. 
Modification and control of the emotions. 


ps alice ok 


E. How emotions may be observed. : 
1. Overt behavior of an individual in a situation. 


F. Values of suitable control. 
1. Mental health. 
2. Moral character. 
Personal effectiveness. 


II. Factors Involved in Controlling of the Emotions. 
A. Health. 


ne MAN 


B. Leadership. 
C. Atmosphere of freedom. 
D. Laws of Learning. 
1. Effect and Exercise. 
III. Values Inherent in the Activity. 
A. Self-satisfaction. 
B. Interest. 


IV. Attainment of Emotional Control. 


A. Person lacking emotional control is considered a perennial adolescent. 
B. Social Adjustment. 





V. Conclusions. 
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MUSIC IN CORRECTIVE THERAPY 


By CHARLES BADER 


Chief Corrective Therapy, Veterans Administration Center, Togus, Maine 


Corrective Therapy has introduced a new technique for severely depressed 
and chronic patients. Its primary purpose is to overcome and prevent the “sitters, 
sleepers, and day-dreamers” from vegetating on the ward. 


This technique is a marching program which is under the guidance and en- 
couragement of the ward physicians. Since military marches were contra- 
indicated, the music selected was popular college football and marching songs. 


Twice a week for a thirty-minute period, windows on the ward are flung open 
wide and chairs are arranged in rectangular formation to guide the patient and 
permit him free movement while marching. Nurses, attendants, and gray ladies 
assist the corrective therapists in motivating patients and promoting an atmo- 
sphere of enthusiasm. To facilitate good control, patients in better contact are 
placed at the head of the formation. This sometimes helps instill a feeling of self 
confidence in the patient. 


As a result, the very regressed patients who formerly did nothing began re- 
sponding, and those who showed little spontaniety now became increasingly bet- 
ter; their interest aroused by the swinging music. For example: 


1. There is the case of J. T., a 26-year-old catatonic patient who sits for 
hours in a bent position, eyes closed, and with arms covering his 
face. His spontaniety is so weak that instructions often make no im- 
pression upon him. Although he refuses to participate in recondition- 
ing exercises or ball activities, he will march and keep time to music. 
On several occasions he dropped his arm from his face, opened his 
eyes and looked around the dayroom, apparently aware of his en- 
vironment for the first time in many months. 


rm 


Patient M. T., a 51-year-old severely depressed patient, has to be 
motivated continually to participate in elementary physical skills. 
After several attempts he begins pleading to be excused and finally 
becomes evasive and refuses to play. Since he was placed in the 
marching group he has responded well. His rhythm is good and he 
is able to keep up with the other marching patients. In participating 
for the full marching period without the usual pleas to be excused, 
this patient has demonstrated the need for this type of therapy. 


Patients who don’t comply at least observe the program and keep time to 
the music. It is interesting to note that some patients who are unable to follow 
rhythm in simple reconditioning exercises keep fairly good time in marching. 

Marching also serves as a medium of expression which is meaningful and 
pleasurable to the patient. The following illustrations are some of the patient’s 
reactions: 


1. Patient A jigs and stamps his feet. 

2. Patient B performs cartwheels. 

3. Patient C laughs and smiles. 

4. Patient D says, “This is the only activity I look forward to.” 
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There is no question that it is relaxing and relieves existing tensions. The 
gay persistent rhythm of the march is a dominant motivating force and provides 
the discipline to which the patient must conform. 


Electro-shock patients also receive this marching therapy. They have shown 
greater spontaniety in this activity than in any other activity introduced by Cor- 
rective Therapy. It provides a feeling of well being, improves coordination and 
helps restore the equilibrium of the patient. 


In combining music with a motor activity another avenue of approach has 
been utilized to redirect the patient’s attention from himself to an awareness of 
his environment and reality. Participation in this socializing and cooperative 
endeavor is further stimulated by an appeal to the patient’s kinesthetic sense. 


The reason for the success of this technique is that most patients, both old 
and young, can participate safely. It offers treatment to a large number despite 
a limited personnel. A graph maintained for the past month shows that 50% of 
the chronic patients and 70% of the depressed patients have participated in this 
Corrective Therapy marching program. On each succeeding visit the corrective 
therapists find that more and more patients are taking part in this activity. 


The comments of the ward physicians and nurses to this therapeutic tech- 
nique for chronic and depressed patients have been very gratifying. The nurses 
have been intensely interested in the possibility of “stepping up the program” to 
a daily activity instead of twice a week, but insufficient personnel makes this in- 
feasible at the present time. 
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CORRECTIVE THERAPY IN TERMS OF 
AVAILABLE HOSPITAL BEDS 


By P. R. DAVIS, 


Executive Assistant, Physical Medicine Rehabilitation, 


Veterans Hospital, Columbia, South Carolina 


The importance of Corrective Therapy on a Physical Medicine Rehabilitation 
Program has been well established in relation to patient benefit. Dr. Donald A. 
Covalt in a recent article remarked, “Perhaps the most fascinating phase of this 
work is the unlimited possibilities for further expansion of Corrective Therapy 
as applied to recovery from disease.” It is only recently that Keys determined 
quantitatively many of the undesirable and harmful effects of bed rest. Prom- 
inent leaders in every medical specialty have expounded the advantages inherent 
in shorter bed confinement and earlier ambulation. 


Dr. Edwin A. Balcer of Chicago emphasizes the fact that the most important 
advantages of early postoperative ambulation are decreased pulmonary and circu- 
latory complications which result mainly from basal atalectasis and peripheral 
venous statis. Clinically, this fact is supported by an earlier return to normal 
and a lower pulse rate as compared with the strictly confined bed patients; such 
observations were made and recently reported by Powers, Shafer and Dragstedt. 
Physiologically, Leithauser has shown that the vital capacity in early ambulatory 
patients returns to normal in approximately one-half the time required for bed 


_ patients. Smith and Allen show that exercise decreased the circulation time in 


the extremities. Other advantages include absence of asthenia, shortened hos- 
pital duration and early restoration to normal. 


The majority of obstetricians now employ early ambulation to restore body 
functions more quickly to normal and to prevent circulation stagnation, throm- 
bosis, phlebitis, embolism and shock. They are well aware of the fact that early 
ambulation means a shorter hospital stay and therefore is a great morale booster. 


Even a recent magazine article entitled “Get Up and Get Well” emphasized 
the importance of early ambulation for post-operative cases. 


This information is all essential and very important as it gives the physio- 
logical reasoning behind early ambulation, but the facts and figures we wish to 
present should be of interest from our medical authorities on down to the public. 
Because of the shortage of hospital beds, not only in our Veterans Administration 
Hospitals but in civilian hospitals as well, every hospital bed saved means that 
another bed has been made available for a waiting patient. 


We have selected a total of three hundred postoperative cases, of which one- 
half or one hundred and fifty cases, were exposed to early ambulation. The other 
half, as nearly parallel as possible, were not given this type of therapy. The 
average hospitalization time in cases where laparotomies were performed was 
cut from 56.13 days on patients not receiving early ambulation to 39.40 days for 
those treated. In these fifty cases alone, there was a saving of 830.50 hospital 
days or one hospital bed or over two years. Next, we took one hundred appen- 
dectomies of which fifty were treated and fifty were not exposed to early ambu- 
lation. Our figures here revealed that the average time for the treated cases was 
8.71 and for the non-treated cases 12.91. This represents a bed saving of 210 hos- 
pital days. We next compiled the figures on one hundred herniorrhaphies and 
found the hospital time to be 15.50 for the early ambulation cases against 26.86 
days of the non-treated. Again, we were amazed to find that our total of hos- 
pital bed days saved was 576.50. 
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The final total of hospital days saved by early ambulation were 1,614 on only 
one hundred and fifty patients treated. These cases, both treated and not treated, 
were not hand picked, but were selected at random. In the laparotomy group 
such cases as gastric resections, abdominal tumors, hysterectomies, colostomies, 
cholecystectomies, splenectomies and exploratory operations were included, pay- 
ing strict attention that each series contains the same number of cases in each 
operative category. In the herniorrhaphy series, bilateral cases were kept even. 


Dr. Karl Morgan Lippert, Chief of The Surgical Service at the V. A. Hospital 
in Columbia, S. C., believes that early ambulation of post-operative patients has 
proved to be a definite step forward in surgical therapy. Morale during conva- 
lescence improves as the patient realizes that his operation has not made even a 
temporary invalid of him. The privileges of the bathroom become available and 
this, to many patients, is a great boon. The incidence of such complications as 
phlebitis and pulmonary disease appear to be much diminished during the con- 
valescence of the ambulant patient; however, the incidence of these complications 
has been lowered generally by improved preoperative preparations and anes- 
thesia practice. It is obvious, however, that the early ambulant is able to return 


to his work sooner and his hospital stay is shorter than is possible without early 
ambulation. 


A note of caution must be injected into the plea of early postoperative ambu- 
lation in order not to have serious disaster occur from over-enthusiasm. The 
patients must be selected for early ambulation and it should be a basic rule that 
no one who has had peritonitis, localized or generalized, should be gotten up 
early, regardless of how well he feels the day after surgery. One should remem- 
ber that “early ambulation” really means an early return to a state similar to 
that which the patient enjoyed just prior to surgery. If the patient walked a 
few hours before operation, everything being equal, he should be able to walk a 
few hours after; but if he has been an invalid and in bed for weeks prior to sur- 
gery, the devitalizing effects of invalidism have already occurred before operation 
and he will have to be returned to ambulation over the same road he descended 
before operation. 


Our Orthopedic Service shows comparable results, and when the condition 
for which the patient was hospitalized permits him to get out of bed, he is ready 
for walk retraining exercises. Results are also encouraging in our hemiplegic 
and paraplegic programs. 


Let us emphasize here and now that every therapist working on this pro- 
gram receives a special training course regardless of his educational background 
or his past experience. After training, these men work directly under the super- 
vision of the Ward Surgeon who issued special instructions where and when 
needed in each case. 


The following brief outline of technique used in our early ambulation pro- 
gram are not to be misinterpreted as routine measures since every patient treated 
by this method of therapy must be considered from an individual case standpoint: 


First, sell your patient by explaining what you intend to do. 
Second, show your patient how. 


Third, have the patient do it. 


Some patients require more encouragement than others. In these cases ele- 
vate the head of the bed to convince the patient that he will be all right. Don’t 
forget that his father and his father’s father spent weeks in bed for this same 
operation. If possible, encourage patient to sit up for himself, but rather than 


lose his confidence, assist him by permitting him to use your arm or shoulder as 
a hoist. 
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Do not attempt too much during the first visit as these cases should be 
treated at least once every hour. Next, stand him up. Watch patient closely as 
some cases do black out. Remember that since a hospital bed is higher than the 
average bed a common chair can be used to excellent advantage by placing the 
patient’s feet on the top rung, gradually moving feet downward one rung at a 
time until his feet are on the floor. He will then have no trouble standing. Have 
patient take a few steps and return to bed. Gradually increase number of steps 
but be sure not to overtire patient. Teach him to sit down and get up by shifting 
weight of upper part of body to relieve abdominal strains. Now your patient is 
ready for bathroom privileges, and then the mess hall. 


Teach patient to move with ease and not to use jerky motions. All clean 
cases operated in the morning are placed under treatment in the afternoon. Post- 
operative cases not placed on early ambulation are started on a mild progressive 
general conditioning program of bed exercise, correct breathing and relaxation 


so that when they are permitted to get out of bed they are strong enough to 
do so. 


Our Corrective Therapy Section has about four hundred patients under daily 
treatment, including Orthopedic, Surgical, Medical, Cardiac and Neurological 
Cases. The vast majority of these cases are leaving the hospital earlier due to 
the exercise program and statistics prove they will not be as likely to return. 
The patient upon discharge is usually ready to return to his work and in most 


cases is enthusiastic in his praise of the entire Physical Medicine Rehabilitation 
Program. 


The chart on following page will show a complete breakdown of our findings. 
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NO. OF 
eakalnal raTienTs || AMBULATION |STATAINPAYS|! AMBULATION [STAY JN.DAYS|| SAVED |] SAVED (20 
LAPAROTOMY 100 50 39.40 50 56.13 16.73 836.50 
Gastric resections 
Abdominal tumors 
Hysterectomies 
Colostomies 
Cholecystectomies 
Splenectomies 
Exploratory operations 
APPENDECTOMY 100 50 8.71 50 12.91 4.20 210.00 
HERNIORRHAPHY 100 50 15.50 50 26.86 11.35 567.50 
Included are an equal num- 
ber of bilateral hernia cases 
TOTALS 300 150 63.61 150 95.90 32.28 || 1,614.00 
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HURRY - - - - HURRY 


Registrations for Second Clinical and Scientific Session of the Association 


for Physical and Mental Rehabilitation June 3-5 should be sent immediately to— 


TOM ZWIERLEIN, 
3940 CASTLEMAN ST., 
ST. LOUIS 10, MISSOURI. 


Registration Fee — $5.00. 
Arrange for a car pool from your area. 


The following tentative program is arranged: 


SCIENTIFIC AND CLINICAL SESSION AGENDUM 
Thursday — June 3, 1948 


CHAIRMAN — THOMAS J. ZWIERLEIN, 
Chief, Corrective Therapy U. S. VA Hospital, Jefferson Barracks, Missouri 


ASSISTANT CHAIRMAN — PAUL ROLAND, 
Chief, Corrective Therapy U. S. VA Hospital, Danville, Illinois. 


8:30- 8:40—Invocation—Earle A. Ray, Chief, Chaplaincy Division Special Serv- 
ice, Branch Office No. 9. 


8:40- 9:00—Welcome and Introductory Remarks—Jack E. Jones, President Asso- 
ciation for Physical and Mental Rehabilitation. 


9:00- 9:50—Corrective Therapy and Psychiatry—Edw. Greenwood, M. D., Direc- 
tor, Southard School, Topeka, Kansas. 


9:50-10:00—Recess. 


10:00-10:40—Dynamics of Therapeutic Exercise—Louis B. Newman, M. D., Chief, 
Physical Medicine Rehabilitation Service, VA Hospital, Hines, III. 


10:40-11:20—Objective Strength Tests for Measuring the Affected Muscles In- 
volved in Orthopedic Disabilities—Mr. J. Harrison Clark, Ph. D., 
Director, Grad. Div., Spring College, Springfield, Mass. 


11:20-12:00—Research Trends in Corrective Therapy—John E. Davis, Ph. D., 
Chief, Corrective Therapy, VA Central Office, Washington, D. C. 


12:00- 1:00—Lunch. 
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" 1:00- 1:30—Therapeutic Method Employed in Treatment of Catatonic Schizo- 
phrenics—Paul Roland, Director, Publication and Research, APMR, 
Chief, Corrective Therapy, VA Hospital, Danville, Illinois. 


1:30- 2:20—Recent Developments in Rehabilitation—Howard A. Rusk, M. D. 


2:20- 3:10—Information Needed to Implement Our Program—Geo. T. Stafford, 
Ph. D., Professor, Phey. Educ., University of Illinois, Urbana, Il. 


3:10- 3:30—Recess. 


3:30- 4:15—H. Worley Kendall, M. D., President, American Congress of Physical 
Medicine. 


4:15- 5:00—Corrective Therapy in Medical Rehabilitation (Paraplegia and 


Hemiplegia)—Kjell Peterson, Physical Director of Metropolitan - 


Life Insurance Company, New York, N. Y. 


Friday — June 4, 1948 


CHAIRMAN — THOMAS J. ZWIERLEIN, 
Chief, Corrective Therapy U. S. VA Hospital, Jefferson Barracks, Missouri 


ASSISTANT CHAIRMAN — 


8:30- 9:00—Corrective Therapy in the Veterans Administration—A. Ray Daw- 
son, M. D., Assistant Medical Director, Physical Medicine Rehabili- 
tation Service, VA Central Office, Washington, D. C. 


9:00- 9:40—Physical and Corrective Therapy—Ben Boynton, M. D., Chief, Phys- 
ical Medicine Rehabilitation Division, VA Branch Office No. 10, 
Dallas, Texas. 


9:40-10:00—Discussion. 

10:00-10:15—Recess. 

10:15-11:45—Amputee Discussion—E. C. Holcher, M. D. 
11:45-12:00—Discussion. 

12:00- 1:00—Lunch. 


1:00- 1:40—Mr. Jack Taylor, New York Times, Consultant to VA Central Office 
on Rehabilitation. 


1:40- 2:30—Panel on Progress Notes—Frank H. Ewerhardt, M. D., Consultant 
in Physical Medicine and Medical Rehabilitation; Edw. Greenwood, 
M. D., Director, Southard School; Joe R. Brown, M. D., Chief, 
Neuropsychiatric Section, VA Hospital, Minneapolis, Minnesota. 


2:30- 3:15—Corrective Therapy and Pre-Frontal Lobotomies—Leo Berner, 
Chief, Corrective Therapy, VA Hospital, Bronx, New York, and 
Harold H. Robinson, Chief, Corrective Therapy, VA Hospital, 
Roanoke, Virginia. 


3:15- 3:30—Recess. 


3:30- 5:15—Rehabilitation of Chronic Neurological Cases—Joe R. Brown, M. D., 
Chief, Neuropsychiatric Section, VA Hospital, Minneapolis, Minne- 
sota; Chester Nelson, Chief, Corrective Therapy, VA Hospital, 
Minneapolis, Minnesota; Eugene Speer, Executive Assistant, Phys- 
ical Medicine Rehabilitation Division, VA Branch Office No. 8, St. 
Paul, Minnesota. 


5:15- 5:30—Discussion. 
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Saturday — June 5, 1948 
CHAIRMAN — THOMAS J. ZWIERLEIN, 
Chief, Corrective Therapy U. S. VA Hospital, Jefferson Barracks, Missouri 
ASSISTANT CHAIRMAN — 
8:30- 9:00—Donald Rose, M. D. 
9:00- 9:30—Rehabilitation in Orthopedic Disabilities—Frederick Jostes, M. D., 
Consultant, Orthopedics, VA Hospital, Jefferson Barracks, Missouri. 


9:30-10:00—Posture Evaluation and Examination—Josephine Rathbone, Ph. D., 
School of Physical Education, Columbia University, New York, N. Y. 


10:00-10:15—Recess. 
10:15-11:30—Gait Training—Cerebral Palsy and Polio—R. E. Bruner, M. D., 
Med. Director of Cerebral Palsy Division, Missouri Society for Crip- 


pled Children, and Physical Medicine Rehabilitation Service Staff, 


VA Hospital, Jefferson Barracks, Missouri. 


11:30-12:15—Robert Bennett, M. D. 
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The last four articles listed were written by Corrective Personnel. 


Page 18 








i 
i] 
; 
’ 


actabet ite 


iia As ene a 


ase At 





esa lc aT 


PROGRAM OF THE ASSOCIATION FOR PHYSICAL AND 
MENTAL REHABILITATION-NEW YORK CITY AREA MEETING 


Chairman — Mr. Arthur D. Tauber, Corrective Therapy, Bronx VA Hospital. 


Introduction — Mr. Leo Berner, Chief, Corrective Therapy, Bronx VA Hos- 
pital; Vice President, Association for Physical and Mental Rehabilitation. 
Corrective Therapy in Physical Medicine Rehabilitation — Harry Kessler, 
M. D., Chief, Physical Medicine Rehabilitation, Bronx VA Hospital. 
Physical Rehabilitation in Industry — Mr. Kjell Peterson, Physical Director, 
Metropolitan Life Insurance Company. 
Corrective Therapy in VA Hospitals — Mr. J. H. Van Schoick, Executive 
Officer, Physical Medicine Rehabilitation, VA Branch Office No. 2, New York, N. Y. 
Report from— 
Northport VA Hospital — Mr. Sam Borouchov. 
Halloran VA Hospital — Mr. E. F. Cecina. 
Lyons VA Hospital — Mr. Chris Kopf. 
Bronx VA Hospital — Mr. Hy Wettstein. 
Manhattan Beach VA Hospital — Mr. Lou Montavano. 
Regional Office — Mr. C. Spivak. 


Advancement of Corrective Therapy — Arthur Abramson, M. D., Physical 
Medicine Rehabilitation, Bronx VA Hospital. 

Physical Medicine Rehabilitation in Civilian Hospitals — Donald A. Covalt, 
M. D., New York University, Bellevue Medical School. 

Corrective Physical Education in Schools — Professor Josephine Rathbone, 
Columbia University. 


Corrective Therapy in Relation to Other Hospital Units — Mr. Murray 
Chrystal, Corrective Therapy, Bronx VA Hospital. 

Association Report — Mr. Arthur D.. Tauber, Chairman. 

Open Discussion. 

Refreshments. 


OS SO SOS 


SUMMARY OF THE MEETING, JANUARY 29, 1948, OF THE 
NEW YORK CITY AREA MEETING OF THE ASSOCIATION 
FOR PHYSICAL AND MENTAL REHABILITATION 


The first New York City area meeting of the Association for Physical and 
Mental Rehabilitation was held at the 102nd Medical Battalion Armory, Man- 
hattan, N. Y. C., on the evening of January 29, 1948. It was presided over by 
Mr. Arthur D. Tauber, area representative, from Corrective Therapy Bronx V. A. 


Hospital. The secretary was Mr. Lewis Braun, also from the Bronx V. A. Hos- 
pital. 


Mr. Leo Berner, Vice-President of the Association and Chief of Corrective 
Therapy, Bronx V. A. Hospital, in his speech welcomed the more than 60 persons, 
members and guests, and explained the aims and objectives of the Association. 


The highlights of the meeting were addresses by Professor Josephine Rath- 
bone of Columbia University; Mr. Van Schoick, Executive Officer Physical Medi- 
cine Rehabilitation, Branch Office No. 2; W. D. Matheny, Director of the Burnt 
Mills School for Paralysis Correction; Dr. Harry Kessler, Chief, Physical Medi- 
cine Rehabilitation, Bronx V. A. Hospital, Dr. Arthur S. Abramson, Physical 
Medicine Rehabilitation, Bronx V. A. Hospital; and Mr. Murray Chrystal, Cor- 
rective Therapy, Bronx V. A. Hospital. 
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Reports were presented by representatives from the following V. A. hos- 
pitals: Northport, Mr. Sam Borouchev; Halloran, Mr. E. W. Cecina; Bronx, Mr. 
Hy Wettstein; Manhattan Beach, Mr. Lou Montavano; and a representative from 
Lyons, New Jersey. 


Dr. Harry Kessler, in his address to the large attendance, stressed the need 
for close teamwork between the Psychiatrist, Corrective Therapist and all mem- 
bers of the Rehabilitation team. Following this talk, Dr. Abramson spoke and 
discussed the need for Corrective Therapists to secure more clinical experience 
rather than concern themselves too much about tests and measurements. Actively 
engaging in research was also considered important. Dr. Abramson urged Cor- 
rective Therapists to make more use of their eyes and in order to interpret what 
they saw in their clinics, more study and reading from the medical literature 
should be instituted. 


Dr. Donald A. Covalt, New York University, Bellevue Medical School, and 
Mr. Kjell Peterson, Metropolitan Life Insurance Company, both scheduled to 
speak, were unavoidably detained and could not attend. 

Among the guests present were: Mrs. K. Wolfe, Chief Nurse, Bronx V. A. 
Hospital, and members of her staff, Miss B. Bacon, Miss A. Leonardi and Miss 
B. Klynes; Mr. Gross, Physical Director, Bellevue Hospital Rehabilitation Pro- 
gram; Mr. T. Howard, Physical Education Instructor, New York University, Miss 
D. S. Dwerk and Miss B. Talmud, Institute for the Crippled and Disabled; Miss 
A. V. Neiahardt and Miss E. T. Zuckerman, Physical Education Instructors, 
Hunter College, Miss M. E. Haskell and Miss B. White, American Physical 
Therapy Association, and others. 


Following the short talks, Mr. Tauber, Chairman, appealed for new mem- 
bers and urged support for the St. Louis Convention, June 3, 4 and 5. During 
the discussion the physiatrists present were of the opinion that Corrective 
Therapists should be allowed to pursue required courses of study in cooperation 
with Occupational Therapy curriculum in the colleges with major emphasis on 
therapeutic applications of exercise. The meeting was closed with the serving of 
refreshments. 


ARTHUR D. TAUBER, LEO BERNER, 


Area Representative Vice-President. 
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RENEW YOUR MEMBERSHIP 


The Association of Physical and Mental Rehabilitation is in its infancy. Its 


future progress and development will depend, among other things, upon two 
factors: 


1. The inherent worth of the concept of activity as part of medicine. 
2. The unity and cooperative effort of its workers. 


It is generally conceded that medically prescribed activities are as important 
if not more so than drugs, and the expansion and development of this idea is 
producing important advancements in medical practice. These ideas, however, 
must be put into practice and we members of the Association for Physical and 
Mental Rehabilitation must organize our efforts in such a way as to develop our 
best potentials for professional service. Membership and support of our Asso- 
ciation is absolutely essential and every worker in this field is cordially invited 
to join. If you have not renewed your membership, please do so at once.—John 
Eisele Davis, Se. D. 


The Association for Physical and Mental Rehabilitation is an investment in 
your future. I would like to urge each Chief of Corrective Rehabilitation to hold 
a departmental meeting immediately and urge all corrective personnel to renew 
memberships. This will absolutely be last issue for those who have not renewed 
memberships.—Paul Roland, Director Publications and Research. 


NOTES OF INTEREST 


Dr. John Eisele Davis recently participated in a research project at the Mayo 
Clinic, Rochester, Minn., along with Dr. Harrison Clarke, Director of Graduate 
Study, Springfield College, Dr. Earl Elkins, Dr. K. C. Wakim, Research Physiol- 
ogist, Dr. G. M. Martin and others of the technical personnel in Physical Medi- 
cine. Dr. Frank Krusen welcomed the group and extended the hospitality of the 
world famed Mayo Clinic. The study was concerned with the development of 
techniques for the measurement of muscle power as related to orthopedic and 
other physical disabilities. This was the preliminary meeting to the development 
of uniform norms and tests which will have an important bearing on scientific 
organization of therapeutic procedures. 


Exercise apparatus devised by corrective therapists in Veterans hospitals is 
being requested by many hospitals and clinics outside of the Veterans Admin- 
istration. The exercise cart devised by the corrective therapists at Richmond, 
Va., hospital has been favorably commented upon by Dr. Howard Rusk and a 


blueprint has been sent to him for use in the Bellevue Hospital Rehabilitation 
Clinic, New York. 


Mr. Jack Jones has been appointed on the Committee on Specialty Groups 
of the National Rehabilitation Association. 
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